DSHS OFFICE TELEPHONE

VETERANS REFERRAL (PART 2)

% Tﬁmﬂﬂgﬁ HAMPABAEHWUE AAA BETEPAHOB CASE NUMBER CASE NAME

SO RV (HACTb 2)

Bbl 06a3anbl cBasaTbca C yka3aHHbiM Huke Oducom O6GcAyxmBaHva BereraHos, He nosaHee
370 AIBAIRTCA COCTABHOM 4acTblO NPOLECCA NEPBOHAYAABHOW WAV NOBTOPHOM

noaAaun 3anBAeHuA.

O®NC OBCAYKUBAHUA BETEPAHOB TEAE®OH ODUCA OBCAYKNBAHNA BETEPAHOB
NMA N AAPEC KAUEHTA UMl N AAPEC AVLA, C KOTOPbIM MOJXHO CBA3ATbLCHA
TEAEDOH: POACTBO: _

TEAEDOH:

Complete the following and return this form to the DSHS office listed below.

1. [] Ineligible for benefits. 4. [] Failed to contact offce by required déte.
2. [] Currently receiving maximum entitliement of 5. [] Claim for benefits filed. Specify type of benefits:
$_____ permonth. Specify type of
benefit:
3. [] Refused to apply. ' 6. [ ] Expect decision by (date).
COMMENTS: ’
SIGNATURE OF WDVA REPRESENTATIVE . TITLE | DATE .

DSHS Office Financial Section COMMENTS:

SIGNATURE OF DSHS REPRESENTATIVE ; TITLE DATE

DSHS 14-162A(X) RUS (01/95)



